. During this period there have been six epidural abscesses reported from two hospitals in the trust. This is an incidence of 0.1%, which is very close to the incidence reported by Phillips of 0.125%. 1 The incidence reported elsewhere varies between 0.01% and 0.05%, but our results suggest a signi®cantly higher rate.
epidural space. The patient left hospital walking independently without any sensory defect but continues to have residual back pain.
In these cases there was a recognizable delay in recognition and intervention in one patient, which may have contributed to the adverse outcome. The ®rst case was admitted 5 days preoperatively for optimization of his lung condition. The second case stayed as an in-patient for several weeks before surgery at her insistence, pending the availability of an ITU bed. In our view, the preoperative stay on the ward could have predisposed these patients to the subsequent development of MRSA infection.
Reviewing the documentation of both these cases revealed that checking the epidural site was not recorded on several occasions despite a protocol requiring this to be done regularly. It was apparent that communication between the multi-disciplinary teams in review and follow-up of these patients had proven dif®cult. This led to the development of new guidelines for insertion and management of epidural catheters at the University Hospitals of Leicester.
Adequate time must be allowed for evaporation of skin preparation¯uid: 2 min as per manufacturer's recommendations. The duration that an epidural catheter remains in situ must be based on clinical judgement and evaluation of the relative risks of the procedure and the potential bene®t for the individual patient. The number of attempts to site an epidural needs to be minimized. The epidural site should be covered with a clear occlusive dressing at the time of insertion to facilitate daily review. The multi-disciplinary team must maintain a high index of suspicion for this complication when caring for patients with epidural catheters. Additionally, there should be a low threshold for MRI scanning in patients where there is any suspicion of serious epidural complications. This will enable prompt diagnosis and treatment with reduced likelihood of permanent neurological sequelae.
We agree with Hearn that a national database should be developed to gather information regarding major adverse events related to insertion of epidural catheters. 2 We suggest that epidural abscess is more common than previously believed. We highlight the concern that MRSA nosocomial infection of the epidural space may be related to infection being acquired during a prolonged preoperative stay in hospital, possibly associated with dif®culty in scheduling surgery.
EditorÐThank you for the opportunity to reply to this letter. We are pleased to see the publication of a further series of epidural abscesses and note with interest that the observed incidence of 0.1% was similar to that seen in our report. 1 These latest case reports raise some important issues. Both developed epidural abscesses attributable to MRSA. In addition, they were both in-patients for several days before epidural insertion. We share concern with Gosavi and colleagues as to what extent preoperative colonization with MRSA might have contributed to the subsequent development of the epidural abscesses. Both case reports certainly further emphasize the point that extreme care with infection control must occur whenever epidurals are considered. Strict asepsis must be observed at the
